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Abstract
Background: Moral distress is increasingly recognized as a problem affecting healthcare professionals,
especially nurses. If not addressed, it may create job dissatisfaction, withdrawal from the moral dimensions
of patient care, or even encourage one to leave the profession. Spiritual well-being is a concept which is
considered when dealing with problems and stress relating to a variety of issues.
Objective: This research aimed to examine the relationship between spiritual well-being and moral
distress among a sample of Iranian nurses and also to study the determinant factors of moral distress
and spiritual well-being in nurses.
Research design: A cross-sectional, correlational design was employed to collect data from 193 nurses
using the Spiritual Well-Being Scale and the Moral Distress Scale-Revised.
Ethical considerations: This study was approved by the Regional Committee of Medical Research
Ethics. The ethical principles of voluntary participation, anonymity, and confidentiality were
considered.
Findings:Mean scores of spiritual well-being and moral distress were 94.73+ 15.89 and 109.56+ 58.70,
respectively. There was no significant correlation between spiritual well-being and moral distress
(r ¼ .053, p ¼ .462). Marital status and job satisfaction were found to be independent predictors of
spiritual well-being. However, gender and educational levels were found to be independent predictors for
moral distress. Age, working in rotation shifts, and a tendency to leave the current job also became
significant after adjusting other factors for moral distress.
Discussion and conclusion:This study could not support the relationship between spiritual well-being
and moral distress. However, the results showed that moral distress is related to many elements including
individual ideals and differences as well as organizational factors. Informing nurses about moral distress and
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its consequences, establishing periodic consultations, and making some organizational arrangement may
play an important role in the identification and management of moral distress and spiritual well-being.
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Introduction
Growing development and changes of the modern world in health affect nursing ethics and cause
increased public concern related to moral dilemmas.1 As nurses spend more time to communicate with
patients, the importance of moral care will be as important as the technical aspects of nursing.2 Indeed,
there are certain ethical situations in healthcare that nurses encounter that are complex and that require a
collaborative approach to solve.3 Some examples of these types of distressing situations include pro-
longed and continuous contact with critically ill and near-death patients, increased responsibilities, lack
of adequate recreational facilities, decreased clinical knowledge, diminished support from leaders, dif-
ficult decision-making in a critical situation, mistakes in caring and treatment, futile care, lack of respect
from doctors, and finally, providing unrealistic and inadequate information about problems and prognosis
of patients’ clinical condition.4 Nurses face these pressures on a daily basis, and unfortunately, they often
do not have enough support and guidance to ensure that they react appropriately.1 A review of the current
literature revealed that nurses involved in an ethical dilemma are often confused due to some barriers that
exist, such as decreased clinical capabilities or professional competence, or a lack of medical care
providers and hospital policies.5
Moral distress is one of the most damaging ethical issues in nursing.6 For the first time in 1984, Andrew
Jameton defined moral distress as a ‘‘painful feeling or mental imbalance caused by inabilities of a person to
perform the duties due to internal or external restrictions.’’7 According to this definition, a person is familiar
with his or her personal and professional work goals, but he or she cannot attain them.8 Moral distress creates
some symptoms such as sadness, deprivation, and anxiety and in the long-term causes dissatisfaction and
burnout among nurses.9 These outcomes not only affect nurses but also influence patients due to the fact that
nurses provide poor and inadequate care, which consequently leads to an increased patients’ hospital stay.10
Moral distress can be influenced by individual and organizational factors. Results of some studies
showed that moral distress has a negative association with age, income, and job experience. Also, moral
distress is significantly related to educational level and a tendency to leave the job.11–13 However, studies in
intensive care units (ICUs) and clinical settings failed to find a significant difference between severity and
frequency of moral distress in both men and women.14,15 However, another study reported higher moral
distress in women than in men.14 Results of several studies reported that moral distress has a positive
correlation with burnout13,16,17 and a negative correlation with job satisfaction.11 Conflicting results have
been reported regarding the severity of moral distress in different wards, but the most severity in moral
distress and the least severity in moral distress were in the ICUs and surgical sections, respectively.18,19
Moral distress has negative consequences on nurses’ health status.20 Public health problems, distancing
and avoidance strategies toward patients, leaving the current job, losing veteran nurses from the workforce,
and decreasing the quality of patient care are among these consequences.21 Nightmares, insomnia, heart
palpitations, and neck pain have all been reported as negative personal symptoms of moral distress.20
Anxiety and frustration, intolerance, feelings of worthlessness, anger, and depression also appear to have
a negative impact on nurses’ mental health. Therefore, stressful conditions like moral distress predispose
nurses to mental problems, decreased physical strength, and increased physical symptoms.22
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While factors such as lack of support from superiors, absence of time management, and legal and
medical power structure can increase moral distress, there are agents that could greatly reduce or modify
moral distress.23 Implementation of a moral education program in hospitals24 and identifying the factors
specific to moral distress in order to prevent or decrease distress are among the factors that can contribute to
reducing nurses’ moral distress.25 Spirituality and spiritual well-being is another factor that can have a great
influence on reducing negative consequences of moral distress and improve one’s quality of life.26 Indeed,
spirituality is one of the concepts which plays an important role in coping with stress.27–30
Spiritual well-being is one of the four aspects of human health that includes both religious and existential
dimensions. While religious well-being means being satisfied in relation to a superior power31 that inte-
grates internal body forces, existential well-being is trying to understand the meaning and purpose of life.32
In other words, spiritual well-being refers to the experience of positive feelings as a result of one’s ability to
experience meaning and purpose in life through his or her relation and connectedness with the self, with
others, and with a higher power. These feelings are achieved through dynamic processes that involve the
cognitive, functional, and emotional domains.33 This aspect of well-being is not limited to prayer, mental
mood, and betterment of disease and replacement of it for conventional medical treatments or for com-
plementary medicine. In fact, it means that spiritual vision, values, beliefs, and behaviors affect the
biochemistry and physiology of the body which is known as spiritual well-being.34
In Islam,
spirituality is not separate from religion; it is rather its inner dimension. According to this view, religion as it is
expressed in prescribed religious activities provides the roadmap to one’s ultimate purpose in life, that is, to live
continuously in relationship with God, the Creator. Thus, the separation between religion and spirituality, most
likely, is not accepted in the Islamic way of life.35
The first level of faith and one of the foundations of spirituality in Islam is conforming to be in fellowship
with God. Similar to the Western spirituality, to the Islamic spiritual mind, the connection with God is of
ultimate value, regardless of whether it leads to better mental health.
There are good theoretical supports for the link between both dimensions of spiritual well-being and
mental health. Attachment theory suggests that secure attachment to God has a positive influence on health
and well-being.36 This can be because in times of stress and critical situations, people look at God as a being
who protects and cares them. Thus, they experience more secure and less stress.37 A conspicuous number of
studies have shown that spirituality in terms of a secure relationship with God can lead to people’s mental
health (e.g. less depression,38 less loneliness,39 and greater psychosocial competence).40 A close connection
to God can also help people to cope with stressful situations (e.g. transplant surgery,41 medical illness,42
end-of-life care dilemmas and moral distress,43 and natural disasters44).
Apart from closeness to God, spirituality for some people involves a framework that gives meaning to
their lives and provides reasons and direction for living.45–47 The literature review by Hill and Pargament37
revealed three theoretical grounds supporting the relationship between spirituality and mental health from
this perspective. First, to a spiritual person, life andmany of its aspects including physical and psychological
health are sacred and should be treated with care and respect.48 Second, ‘‘religion and spirituality frame-
works can provide people with a sense of their ultimate destinations in life.’’37 This sense can contribute to
their personal coherence, empower them, and provides stability, support, and direction in critical life events
which in turn improves their physical and mental health.49 Third, spirituality frameworks provide not only a
sense of ultimate destinations in life but also the roadmap to reach to these destinations. Indeed, people with
stronger spiritual frameworks have access to more spiritual and religious coping strategies in the times
facing a stressful situation. These coping strategies can reduce their stress and enhance their psychological
and physical health.47
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Research has shown that spiritual well-being increases nurses’ adaptation abilities and enhances phys-
ical, social, and mental aspects of health.27 Knowledge about the positive effects of spiritual well-being in
clinical areas has been helpful for nurses’ quality of life. Nurses with higher level of spiritual well-being
make better treatment decisions, choose appropriate interventions more often, and evaluate the effective-
ness of these interventions with more accuracy.31 In fact, these positive effects of spiritual well-being may
lead to a sense of personal satisfaction and an enhanced sense of well-being.50
Considering that nurses are the largest human resource of the healthcare system who play a major role in
the provision of health services, it is essential that they should be able to perform to the best of their ability.
However, it is unfortunate that several nurses face morally distressing situations on a day-to-day basis. Being
treated inadequately by colleagues, having to perform unnecessary tests, treating patients to meet the needs of
the organization, and prolonging a patient’s death without proper consent can cause nurses to experience
physical and psychological problems.51 Thus, it is necessary to take into account the importance of spiritual
well-being as an aspect of well-being, and its’ impact on physical and mental health, and on quality of life.52
Although there is a substantial literature on the relationship between spirituality and many aspects of
mental health.37,53–56 Little is known about the link between spiritual well-being and moral distress.
Moreover, most of the studies on spirituality and spiritual well-being in a health context have been
conducted in Western countries, and studies concerning the relationship between spirituality and mental
health in Islamic contexts are scarce.35 Thus, the main objective of this research is to examine the rela-
tionship between spiritual well-being and moral distress in nurses in Iran as an Islamic context. We
hypothesize that there is a negative relationship between spirituality and moral distress in a sample of
Iranian nurses. The second objective is to determine the factors (i.e. socio-demographic factors, job satis-
faction, and tendency to leave) that predict their moral distress and spiritual well-being.
Methods
Design
A descriptive, cross-sectional, correlational design was used to examine the relationship between spiritual
well-being and moral distress. The study’s sample consisted of nurses who worked in different wards of
hospitals (cardiac care unit, ICU, medical, surgical, operation room, etc.) between February and May 2015.
The overall response rate was 81%. In order for a participant to be included in this study, he or she was
required to meet two criteria. First, he or she must have been working as a nurse for a minimum of 6 months.
Second, he or she must not have a history of severe stress (death of relatives, experiencing an accident
resulting in the death of a family member, divorce, etc.).
Given that no studies have examined the correlation between spiritual well-being and moral distress, we
conducted a pilot study with a sample of 25 nurses. (r¼.219, confidence interval (CI)¼ 95% and power
¼ 80%). Accordingly, a minimum sample size of 193 participants was estimated. The 25 nurses from the
pilot project were analyzed with the final sample.57
Instruments
The questionnaire consisted of three parts: (1) basic questions regarding demographic and work-related
variables, (2) the Spiritual Well-Being Scale (SWB-S), and (3) The Moral Distress Scale-Revised
(MDS-R). Questions in section 1 of the questionnaire were used to gather information about each nurse’s
age, sex, marital status, educational level, job experiences (years), workplaces (wards), monthly income
from nursing, shift work, job satisfaction, and probability of leaving the job. Also, job satisfaction and a
tendency to leave the job were measured by an analogue scale ranging from 0 to 10.
4 Nursing Ethics
 at BOSTON UNIV on November 1, 2016nej.sagepub.comDownloaded from 
SWB-S. This 20-item scale was designed by Paloutzian and Ellison in 1982. This scale is a general indicator
of perceived well-being which may be used for the assessment of both individual and congregational
spiritual well-being. It provides an overall measure of the perception of spiritual quality of life and consisted
of two subscales: religious and existential well-being. The religious well-being subscale (10 items) provides
a self-assessment of one’s relationship with God, while the existential well-being subscale (10 items) gives
a self-assessment of one’s sense of life purpose and life satisfaction.58 SWB-S is a six-choice Likert-type
scale that ranged from completely disagree (1) to completely agree (6). A reversed scoring method was used
for negative questions (items 6–21, 28–32, and 34–50). The range of scores for each of the religious and
existential subscales was between 10 and 60. A higher score indicated higher religious and existential
health. In a previous study, validity and reliability of the Paloutzian and Ellison’s SWB-S has been well
established. The Cronbach’s alpha coefficient for the SWB-S was reported as more than .8.59 For this study,
internal consistency reliability, using Cronbach’s alpha, was .91.
MDS-R. This scale, which consisted of 21 items, measures an individual’s perceptions to a situation based on
(1) intensity of moral distress and (2) frequency of the encountered situation. It includes six parallel
versions, three of which focus on adult clinical settings (nurses, physicians, and other healthcare profes-
sionals) and three that focus on pediatric clinical settings (nurses, physicians, and other healthcare profes-
sionals). For the purpose of this study, the adult version was used. The MDS-R includes two subscales: (1)
frequency that ranges from 0 (never) to 4 (very frequently) and (2) intensity that ranges from 0 (none) to 4
(great extent). Data were then computed into a composite score of actual moral distress using a two-part
procedure. First, the frequency score is multiplied by the intensity score ( f i) for each item, and values can
range from 0 to 16. Items that are less distressing have low ( f  i) scores versus more distressing items,
which have higher ( f  i) scores.60 Reporting composite scores allows us to identify individual items or
situations that are distressing. Second, the composite or actual moral distress score was obtained by sum-
ming each item’s ( f i) score, which resulted in a range of 0–336, where less actual distress was indicated
by low-composite scores and more actual moral distress was indicated by higher composite scores. Content
validity of the MDS-R demonstrated 88% inter-rater agreement and full agreement on 19 of 21 items,
resulting in the rewording of 1 item, elimination of another item, and creation of a new item. Internal
consistency was established via Cronbach’s alpha for nurses (.89), physicians (.67.88), and all participants
combined (.88).61 For this study, internal consistency using Cronbach’s alpha was .88.
Ethical considerations
This study was approved by the Regional Committee of Medical Research Ethics. All participants were
informed about the voluntary nature of their participation, and they were told that they were free to
withdraw from the study at any time. We also guaranteed the confidentiality of the participants’ personal
information. In addition, we obtained a written informed consent from each participant. Moreover, parti-
cipants were ensured that the study findings would be reported and published anonymously.
Statistical analysis
The Statistical Package for Social Sciences (SPSS), version 23.0, was used for data analysis. For continuous
variables such as age, income, and job experiences, descriptive statistics were calculated and reported as
means and standard deviations. Categorical variables such as sex, marital status, and educational levels are
presented as frequencies and percentages (%). The relationship between spiritual well-being and moral
distress was assessed using correlation analysis. Then, univariate analyses of variance (ANOVAs)
were performed to compare the means of spiritual well-being and moral distress among demographic and
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work-related factors. The predictors associating spiritual well-being and moral distress were determined
using a general linear model with Bonferroni correction for pair-wise comparisons to calculate multivariate-
adjusted means for spiritual well-being and moral distress scores across demographic and work-related
factors. The multivariate-adjusted models included age, monthly personal income, sex, marital status
(single, divorced, or married), educational level (associate degree, or bachelor degree or more), workplaces,
working in shifts, job satisfaction, and tendency to leave job. All statistical tests were two-tailed, and a
p-value of equal to or less than .05 was considered significant.
Results
Table 1 shows the participant’s demographic and work-related characteristics. The sample was mainly
female (n ¼ 157, 81.3%). Among the female participants, 93 (59.2%) reported their marital status as
married, while 62 (39.5%) female nurses indicated that they were single. With regard to educational
level, 83% of the sample held bachelor degrees. The results showed that there was a very weak
Table 1. Demographic characteristics of the study participants (N ¼ 193).
Variable n (%)
Sex Male 36 (18.7)
Female 157 (81.3)
Marital status Single 66 (34.2)
Married 125 (64.8)
Widow 2 (1.0)
Educational level Associate’s degree 16 (8.3)
BSc 160 (82.9)
MSc and above 17 (8.8)
Workplaces CCU 12 (6.2)
ICU 58 (30.1)
Emergency 20 (10.4)
Medical 48 (24.9)
Surgical 20 (10.4)
Pediatric 6 (3.21)
Dialysis 3 (1.6)
Nursing office as supervisor 8 (4.1)
Operation room 18 (9.3)
Shift work Morning fix 30 (15.5)
Evening fix 11 (5.7)
Night fix 25 (13)
Rotation 127 (65.8)
Mean (SD) Range
Age (years) 34.06 (8.07) 20–55
Job experiences (years) 10.83 (8.29) 1–40
Income 1790,414.50 (601,234.69) 1,000,000–4,500,000
Job satisfaction 5.65 (2.44) 0–10
Tendency to the leave the job 4.63 (2.896) 0–10
Total SWB 94.73 (15.89) 48–120
Total MDS-R (the mean does not fall within the range) 109.56 (58.70) 12–292
MDS-R (frequency) 42.25 (14.32) 10–77
MDS-R (level of disturbance) 46.43 (18.08) 11–84
CCU: cardiac care unit; ICU: intensive care unit; SD: standard deviation; SWB: spiritual well-being; MDS-R: Moral Distress Scale-Revised.
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negative relationship between spiritual well-being and moral distress which was not statistically
significant (r ¼ .053, p ¼ .462).
Tables 2 and 3 provide detailed information about the univariate results and general linear modeling
results for spiritual well-being and moral distress, respectively. The results demonstrated that being single
was associated with less spiritual well-being compared to married counterparts (p¼ .007). Furthermore, the
higher the job satisfaction levels, the higher the spiritual well-being scales (b ¼ 1.09, 95%, 95% CI ¼ .04–
2.15, p ¼ .042). No other demographic and work-related predictors in our model showed a significant
relationship with spiritual well-being.
For moral distress, gender and educational level were independent predictors for moral distress scores. In
our sample, female nurses had higher levels of moral distress than males ( p < .001). In addition, associate
degree holders reported less moral distress than nurses with master degrees and above ( p ¼ .047). The
predictors, which became significant after adjusting for other factors, were age, tendency to leave job, and
working in shifts.
Discussion
This study was conducted in order to examine the relationship between spiritual well-being and moral
distress as well as to identify the determinant factors of spiritual well-being andmoral distress in a sample of
Iranian nurses. The study could not find any significant relationship between spiritual well-being and moral
Table 2. Predictors for spiritual well-being.
Mean (SD) Unadjusted p-value Adjusted p-value
Sex Male 95.44 (15.40) .766 .428
Female 94.56 (16.04)
Marital status Single 90.61 (16.94) .03 .007
Married 96.95 (14.7) ref
Widowed 92 (32.52) .902
Educational level Associate’s degree 95.62 (20.17) .36 .819
BSc 95.2 (15.53) .52.
MSc and above 89.47 (14.87) ref
Workplaces CCU 95.83 (16.38) .092 .726
ICU 98.72 (14.69) .922
Emergency 91.85 (12.89) .198
Medical 92.52 (15.11) .387
Surgical 90.5 (17.25) .110
Pediatric 82.16 (15.21) .05
Dialysis 84.66 (28.37) .112
Nursing office as supervisor 98.75 (14.61) .814
Operation room 99 (18.83) ref
Shift work Morning fix 97.93 (15.81) .05 .746
Evening fix 83.36 (15.37) .269
Night fix 92.08 (14.57) 1.000
Rotation 95.48 (15.88) ref
Unadjusted p-value Adjusted p-value b (95% CI) b (95% CI)
Age .267 .946 .158 (.12, .44) .011 (.31, .33)
Income .98 .661 4.9 (.00, .00) 9.2 (5.08, 3.23)
Job satisfaction .008 .042 1.25 (.33, 2.17) 1.09 (.04, 2.15)
Tendency to leave job .074 .434 .694 (1.45, .07) .337 (1.18, .51)
SD: standard deviation; b: regression estimate; CI: confidence interval; CCU: cardiac care unit; ICU: intensive care unit.
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distress. The literature review shows that studies on spiritual well-being-moral distress link are scarce. To
the best of our knowledge, there is only one study, conducted by Elpern et al.,62 that reported an adverse
relationship between moral distress and nurses’ spirituality. However, the small sample size of 28 limits the
generalizability of their findings.
The results of this study showed that Iranian nurses reported moderate levels of spiritual well-being. This
is similar to Zare and Jahandideh63 who reported moderate to high levels of spiritual well-being among
Iranian nurses. These findings are somewhat expected for people in Iran due to the fact that spirituality and
spiritual values have a special place in their religion, Islam.64 Also, spirituality helps nurses to achieve inner
peace and increases their ability to effectively manage stress. These spiritual behaviors contribute to the fact
that nurses have a strong commitment to ethical practice.65
This study also indicates that being single was associated with less spiritual well-being compared to
married counterparts. These findings are similar to the findings of another study that reported spiritual well-
being of married people are higher than singles.59 However, other research has found conflicting reports
regarding these associations.66 Indeed, spirituality is a critical and a positive component in marital life;
individuals with high spiritual well-being are more committed to their spouse and consider this commitment
as a spiritual purpose.67
Furthermore, this study identified that job satisfaction is a factor that may influence an individual’s
spiritual well-being. This means that the higher the job satisfaction levels, the higher the spiritual well-
Table 3. Predictors for moral distress.
Variable Mean (SD) Unadjusted p-value Adjusted p-value
Sex Male 84.66 (40.91) .004 .001
Female 115.28 (60.74)
Marital status Single 104.61 (51.72) .7 .339
Married 112.12 (61.25) ref
Widowed 114 (141.42) .767
Educational level Associate’s degree 69 (33.67) .012 .047
BSc 114.17 (59.69) .523
MSc and above 104.41 (54.67) ref
Workplaces CCU 103.41 (73.89) .045 .2
ICU 118.86 (69.62) .67
Emergency 109.55 (45.58) .848
Medical 94.75 (47.62) .167
Surgical 102.80 (48.16) .944
Pediatric 136.83 (47.61) .572
Dialysis 210 (74.34) .916
Nursing office as supervisor 119 (57.66) .778
Operation room 100.77 (45.78) ref
Shift work Morning fix 96.2 (46.53) .072 .274
Evening fix 79 (32.58) .21
Night fix 127 (71.18) .01
Rotation 111.94 (59.27) ref
Unadjusted p-value Adjusted p-value b (95% CI) b (95% CI)
Age .214 .037 .65 (38, 1.68) 1.15 (.07, 2.24)
Income .762 .633 2.15 (.00, .00) 3.47 (1.08, 1.78)
Job satisfaction .174 .124 2.37 (5.8, 1.06) 2.86 (6.51, .78)
Tendency to leave job .134 .012 2.15 (4.96, .67) 3.78 (6.71, .85)
SD: standard deviation; b: regression estimate; CI: confidence interval; CCU: cardiac care unit; ICU: intensive care unit.
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being. This is congruent with the results of other studies. For example, Ravari et al.68 found that spirituality
is considered to be a key factor in job satisfaction as well as in achieving happiness. In addition, Taylor and
Carr69 revealed that a nurse’s spirituality can affect his or her motivation, job satisfaction, and his or her
ability to provide nursing services and care. In other words, nurses who feel less spiritual show greater
unethical behaviors. Thus, enhancing spirituality among employees can lead to increased job satisfaction.
Spirituality and job satisfaction are inevitable aspects of life among employees. If the organization can
promote health and spirituality, it can increase the level of the staff’s satisfaction, reduce the levels of stress,
and decrease the experience of any psychological pressure.70
The findings of this study also emphasized the low level of moral distress found in general. In contrast to
this study, some studies showed high levels of moral distress among nurses.11,13 Abbaszadeh et al.14
reported moderate levels of moral distress in nurses. Studies have demonstrated that the failure to address
moral distress can adversely affect healthcare professionals’ physical, emotional, and behavioral well-being
and that it may impact the degree of care provided.10,71 On a daily basis, nurses face several obstacles and
difficulties due to the nature of their job. Furthermore, organizational rules, the obstacles nurses face when
caring for patients and the lack of patient’s needs being met, make it difficult for nurses to care for their
patients and to cope with these daily stressors. These factors threaten the health of nurses and put them at risk
for experiencing moral distress.19 In this study, low moral distress can be attributed to sampling and work
environments (wards). Due to the fact that our study consisted of few ICU nurses, it is possible that the nurses
sampled here face fewer ethical problems compared to those who work in, for example, ICU, which may
explain why they demonstrated lower levels of moral distress.
The findings of this study also indicate that male and female nurses experienced different levels
of moral distress, with female nurses generally reporting higher overall levels of moral distress. Similar
to this study, O’Connell72 reported that females had statistically higher moral distress scores than males.
Other studies have identified that there are no significant differences in moral distress between men and
women.73 Perhaps, this can be due to the emotionally sensitive situations experienced by women, which
can in turn affect them more and increase their level of distress.
Moreover, positive correlations were found between moral distress and educational level, meaning that
nurses with associate degrees show lower levels of moral distress than those who have reached a higher
level of education. Hamaideh11 also found that nurses with higher educational levels demonstrate higher
levels of moral distress. In contrast, Corley et al.74 did not find a positive correlation between moral distress
and educational level. This finding can be explained by the fact that nurses who have higher educational
levels usually have to make decisions regarding patient care (which often involve ethical conflicts), more
often than nurses who have lower educational levels.11
A nurse’s age was a significant predictor of moral distress. Although different studies have
suggested that there is a negative correlation between age and moral distress,11,18 in this study, age
showed to be an important factor in moral distress.43,75 Accordingly, as a nurse gets older, he or she
gains more experience in his or her job, which may allow him or her to develop the appropriate skills
needed to adapt and cope with distressing situations. Unfortunately, they may experience higher
levels of moral distress as a result.75
One’s tendency to leave his or her job was another predictor of moral distress. This is congruent with the
studies that have found one’s intention to leave his or her job is a predictor of moral distress.76,77 It is
believed that leaving one’s job is affected by factors such as management strategies and lack of workforce,
which all increase moral distress and possibly cause nurses to quit their job.78
Moreover, working in shifts was found to be the third predictor of moral distress. Ebrahimi et al.79
reported that type of shift work was significantly related to the level of moral distress experienced by nurses.
However, in an ICU, Abbas Zadeh et al.80 found that there is no relationship between moral distress and
dominant shifts. Keighobadi et al.19 stated that providing nurses with the opportunity to rest during shifts,
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reducing their number of working hours in the evening and night shifts, and making holiday time to rest
before and after their shift can help nurses experience less stress.
Conclusion
The findings from this study could not support the relationship between spiritual well-being and moral
distress. However, the results showed that moral distress is related to many elements including indi-
vidual ideals and differences, organizational elements, and other unknown factors. It is essential to
provide nurses with guidelines regarding the factors that may predispose one to moral distress in order
to effectively decrease the negative consequences that it may have for nurses.16 Thus, providing training
to nurses, establishing periodic consultations, and making work arrangements, such as changing wards,
can be effective in helping one manage stressful situations and may provide nurses with the opportunity
to work in a less morally distressing environment.
Moral distress has implications for nurses and other healthcare professionals. Indeed, morally distressing
situations have a negative impact on nurses’ quality of care, motivation, and job satisfaction. This in turn
may lead to physical and psychological illness, burnout, and staff turnover.81
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